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Purpose: To explore information exchange about HIV/AIDS among people
living in rural and urban communities and to assess the value of social cap-
ital theory, as well as demographic factors, in predicting community mem-
bers’ knowledge of HIV/AIDS and their likelihood of having talked about the
disease.
Method: A random-digit dial telephone survey was conducted in 3 rural re-
gions and matched urban communities in Canada during 2006 and 2007. A
total of 1,919 respondents (response rate: 22.2%) answered questions about
their knowledge of and attitudes toward HIV/AIDS, their social networks,
whether they were personally acquainted with a person with HIV/AIDS (PHA),
and whether they had ever talked to anyone about HIV/AIDS.
Findings: Rurality was a significant predictor of HIV/AIDS knowledge and
discussion. Even after controlling for factors such as age and level of education,
respondents living in rural regions were less knowledgeable about HIV/AIDS
and were less likely to have spoken with others about the disease. Social capital
theory was not as strongly predictive as expected, although people with more
bridging ties in their social networks were more likely to have discussed the
disease, as were those who knew a PHA personally.
Conclusion: Rural-dwelling Canadians are less likely than their urban coun-
terparts to be knowledgeable about HIV/AIDS or to talk about it, confirming
reports by PHAs that rural communities tend to be silent about the disease.
The findings support policy recommendations for HIV education programs in
rural areas that encourage discussion about the disease and personal contact
with PHAs.
Key words HIV/AIDS knowledge, information behavior, rural-urban differ-
ences, social capital.
Disparities in rural-urban population health and access
to care are significant problems in many countries,
including Canada. Canadians who live in rural areas
have shorter life expectancies and higher rates of chronic
illness and disability than their urban counterparts,1-3
and many face challenges in access to health care as a
result of shortages in local health care providers and long
distances to travel, particularly for specialized care.4,5
Access issues are particularly significant for people
living with HIV/AIDS (PHAs) who reside in rural areas.
Because HIV/AIDS is treated primarily by specialists,
disease-related treatment is usually concentrated in
tertiary urban-based centers and, where rural support
services do exist, PHAs may be reluctant to use them due
to concerns over confidentiality.6,7 Similar problems for
rural-dwelling PHAs have been reported in the United
States and Australia.8,9
Knowing About HIV: Routes of Information
Exchange
Access to a supportive community is important to
anyone coping with a chronic health condition. How-
ever, the stigma associated with HIV/AIDS can pose a
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significant barrier to such support. Research suggests that
the more knowledgeable people are about HIV/AIDS, the
less likely they are to hold discriminatory beliefs and to
distance themselves from PHAs.10 However, knowledge
levels about the disease vary from community to com-
munity. In the United States, rural dwellers have been
found to be less knowledgeable about HIV/AIDS than
people who live in urban areas,11-13 and some popu-
lations within rural areas are less knowledgeable than
others about sexually transmitted infections.14 Lack of
knowledge about HIV/AIDS can lead not only to intol-
erance and stigmatization of PHAs, but it also carries its
own health risks. Indeed, it has been argued that “inade-
quate knowledge of HIV and indifference to prevention
messages” can contribute to “inaccurate perceptions of
personal risk factors.”13
Although common sources of health information in-
creasingly include the Internet,15 along with other media
such as television and newspapers, “incidental informa-
tion acquisition” through everyday conversation, par-
ticularly with family members and friends, is also a
significant means by which people exchange health infor-
mation and keep up to date.16 Indeed, in a study of rural
women’s health information seeking, it was reported that
a considerable number of the participants relied upon
“support for their health needs from others in their social
networks” more so than from health care providers, in-
cluding physicians.17 However, this type of support may
not be available if people are reluctant to discuss stig-
matized health conditions, such as HIV/AIDS. In Canada,
rural PHAs and their family members and friends report
that their communities are marked by a pervasive silence
about HIV/AIDS and that when information about the
disease is exchanged, it is often incorrect.18 As a result,
an important method of maintaining community health
knowledge may be lost and opportunities to offer and re-
ceive support forgone.19
These findings raise important questions about the fac-
tors that influence health knowledge in local communi-
ties. Social capital theorists regard the acquisition of infor-
mation, including health knowledge, to be a key benefit
of social networks.20,21 Different types of connections or
“ties” between network members are expected to influ-
ence access to specific types of information. For instance,
“bonding” social capital refers to “strong” ties between so-
cially similar people where there is considerable overlap
in the relationships between network members. Where
such dense social networks exist, information tends to
spread quickly, but it is often redundant.22-24 In contrast,
“bridging” social capital involves connections or “weak”
ties between socially or spatially distant people. These ties
tend to facilitate access to novel information.23,25 Because
rural residents have been reported to have higher levels
of bonding social capital and lower levels of bridging so-
cial capital in their personal networks than do urban resi-
dents,26 the differences in their personal networks may
influence the level of discussion of information about
HIV/AIDS and resulting knowledge of the disease in ru-
ral and urban communities. Also relevant to the acqui-
sition of health knowledge through social networks is
whether network members know people with particu-
lar medical conditions.27 Given that the reported preva-
lence of HIV/AIDS in many rural Canadian communities
is quite low, rural dwellers may be less likely than people
living in urban areas to know a PHA personally and may,
therefore, be less knowledgeable about the disease.
In the population study reported here, we examine
several factors that might influence the level of knowl-
edge and discussion of HIV/AIDS among Canadians living
in rural and urban areas, including attitudes toward the
disease, knowing a PHA personally, the roles of bonding
and bridging social capital, and demographic factors in-
cluding age and education.
Method
Random-digit dial telephone population surveys were
conducted between October 2006 and August 2007 in
rural and neighboring urban regions in 3 Canadian
provinces. We used the Organisation for Economic Co-
operation and Development (OECD) definition of “rural-
ity,” which includes regions with a population density of
less than 100 persons per square kilometer.28 The pop-
ulation density approach to defining “rurality” was se-
lected to highlight the specific challenges of providing
HIV/AIDS-related services in regions with both low popu-
lation density and a relatively low HIV/AIDS prevalence.
The boundaries of these rural regions were further cho-
sen to align with the territorial organization of HIV/AIDS,
health and/or social services serving the areas. The ru-
ral regions included: (1) two adjacent agricultural coun-
ties in southwestern Ontario with a combined popula-
tion density of 23.81 people per square kilometer (an
area in which an estimated 41 people had been diagnosed
with HIV/AIDS);29 (2) three adjacent regional districts in
a mountainous central region of British Columbia (BC)
with a combined population density of 4.30 people per
square kilometer (with an estimated 72 PHAs);30 and (3)
nine census divisions on the island of Newfoundland with
a combined population density of 2.96 people per square
kilometer (with an estimated 45 PHAs).30 For compara-
tive purposes, surveys were also conducted in the 3 urban
areas closest to the rural study areas. Each of these urban
areas had a population density of greater than 225 peo-
ple per square kilometer, and each was also the location
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Figure 1 Study Regions: Kootenay Region and Kelowna (British Columbia); Huron and Perth Counties and London (Ontario) and Rural Newfoundland
Island and St. John’s (Newfoundland)
of regional HIV/AIDS specialist health care centers (see
Figure 1 for a map of the study regions).
Within each region, a sample frame was created from
a random selection of published, noncellular telephone
numbers stratified by census division.a A total of 49,022
telephone calls were made to 12,887 numbers. A maxi-
mum of 10 calls were made to each number at different
times of day, with an average of 4 calls per telephone
number. Of the 8,898 eligible respondents (persons aged
18 or over) contained in the sampling frame, 6,923 re-
fused to participate and 1,975 (22.2%) agreed to com-
plete the survey. In total, 1,177 people from the 3 rural
a This survey was conducted in late 2006 and early 2007, when
cellular phone penetration was less extensive than it is today.
The age distribution of our sample suggests that our sample did
not systematically exclude younger people due to their greater
reliance upon cellular phones.
regions and 742 people from the matched urban areas
took part in the study.
During the telephone survey, respondents were asked
to provide demographic information (age, sex, and level
of education) and to respond to a series of questions
about their knowledge of and attitudes toward HIV/AIDS,
their social networks, whether they knew a PHA person-
ally, and whether they had ever talked to anyone about
HIV/AIDS.
Variables
HIV/AIDS knowledge was assessed through 6 true/false
questions drawn from an existing instrument.31,32 The
items were selected based on their high correlation with
overall HIV/AIDS knowledge scores in previous studies.
Scores from the 6 items were combined to create an
HIV/AIDS knowledge index (Cronbach’s alpha = 0.64).
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Because the distribution of index scores was highly
skewed, a binary variable was created for the purpose of
analysis (where scores below the mean = 0 and those
above = 1). Attitudes toward the disease were assessed
through 4 questions drawn from an existing measure,33
each of which is highly correlated with total scores on
the original attitude scale. Likert-scale responses to the 4
items were combined and transformed using z-scores to
create a mean attitude score for each participant.
Respondents’ estimates of the number of people they
feel “very close to” or “somewhat close to” were used
to represent stronger and weaker social network ties, re-
spectively.34 As well, the proportion of a respondent’s
network members who live “more than 1 hour’s travel
away from where you live” was used as a measure of
network proximity,34 and the proportion of a respon-
dent’s network members who “know one another” was
used a measure of network density. For the purpose of
analysis, bonding and bridging social capital were oper-
ationalized as composite variables. Bonding social capi-
tal was calculated by combining the proportion of strong
ties in a respondent’s social network and network den-
sity. The proportion of strong ties was calculated by di-
viding the number of strong ties for each respondent by
the total number of their personal network ties. The re-
sulting distribution was divided by quartiles into 4 cate-
gories ranging from “low” to “high.” The distribution of
network density scores was also divided into 4 categories.
The 2 variables were combined, using the median val-
ues for each as a cutpoint to create the binary variable
“bonding social capital” (where 1 = high bonding social
capital and 0 = low bonding social capital). Similarly, to
calculate bridging social capital, we used measures of geo-
graphic dispersion35 and the number of weaker ties in the
respondents’ networks. The distributions of the variables
“network proximity” and “number of weaker ties” were
transformed into quartiles ranging from low to high. The
2 variables were combined, using the median values for
each as a cutpoint to create the binary variable “bridging
social capital” (where 1 = high bridging capital and 0 =
low bridging capital).
Data Analysis
Bivariate logistic regression was used to examine unad-
justed associations between sex, age, level of education,
living in a rural or urban community, knowing a PHA, at-
titudes toward HIV/AIDS, and the likelihood of discussing
or having high knowledge of HIV/AIDS. After screening
variables for multicollinearity, multiple logistic regression
was used to estimate adjusted ORs and 95% CI for ad-
justed associations among the variables. These analyses
allowed us to assess whether rural-urban differences per-
sisted after adjustment for demographic differences be-
tween rural and urban residents, and to identify what
other factors were associated with discussion and knowl-
edge. Because there was little variability in the results
between geographic regions in which we collected data,
we report here the results of analyses based on the com-
bined data from the 3 study regions. Analyses were con-
ducted using SPSS (SPSS Inc., Chicago, Illinois) statistical
software. This study was approved by The University of
Western Ontario’s Office of Research Ethics.
Results
Sample Characteristics
As shown in Table 1, more women than men partic-
ipated in the survey and proportionally more people
aged 50 years and older took part. Nevertheless, survey
respondents in 2 rural regions were younger and had
higher levels of education than the regions’ respective
populations, and in the third rural region, the age and
Table 1 Sample Characteristics, by Urban/Rural Residence (N = 1919)a
Rural% Urban%
Characteristics (N = 1,177) (N = 742) P Valueb
Demographics
Age
18 to 29 10.9 19.1 <.001
30 to 39 19.9 15.9
40 to 49 22.0 21.8
50 to 64 32.7 30.3
65 or older 14.4 12.8
Education
Less than high school 14.7 6.7 <.001
High school 34.9 35.7
Education beyond high school 50.3 57.7
Gender




Below mean 34.6 35.9 .58
Above mean 65.4 64.1
Bridging social capital
Below mean 63.5 67.0 .11
Above mean 36.5 33.0
PHA(s) known personally 17.0 21.1 .02
Has ever discussed HIV/AIDS 51.2 60.5 <.001
Positive attitudesc 87.6 89.3 .38
Knowledge scoresd 67.7 73.3 <.001
aExcludes 56participantswho terminatedprior to completionof the entire
survey.
bP values from chi square tests of independence.
cMean% of disagreement with 4 negative statements about HIV/AIDS.
dMean% of correct responses to 6 HIV/AIDS knowledge questions.
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Table 2 Logistic Regression Model of Having Ever Discussed HIV/AIDS
Unadjusted OR Adjusted ORa
Predictors of Discussion (95% CI) P Value (95% CI) P Value
Residence
Rural 0.69 (0.57-0.83) <.001 0.78 (0.63-0.97) .02
Urban 1.00 (ref) 1.00 (ref)
Demographics
Age
18-39 1.00 (ref) 1.00 (ref)
40-49 0.88 (0.69-1.13) .32 0.90 (0.68-1.19) .45
50-64 0.91 (0.73-1.14) .41 1.06 (0.82-1.37) .66
≥65 0.38 (0.28-0.51) <.001 0.61 (0.43-0.85) .004
Education
Less than high school 1.00 (ref) 1.00 (ref)
High school graduate 2.43 (1.74-3.38) <.001 1.79 (1.24-2.58) .002
Education beyond high school 4.65 (3.38-6.41) <.001 3.07 (2.15-4.41) <.001
Gender
Female 1.47 (1.21-1.78) <.001 1.45 (1.16-1.81) .001
Male 1.00 (ref) 1.00 (ref)
Network characteristics
Bonding social capital
Above mean 0.79 (0.65-0.96) .02 0.95 (0.76-1.18) .63
Below mean 1.00 (ref) 1.00 (ref)
Bridging social capital
Above mean 1.62 (1.33-1.97) <.001 1.44 (1.16-1.80) .001
Below mean 1.00 (ref) 1.00 (ref)
PHA(s) Known
Yes 3.96 (3.02-5.21) <.001 3.28 (2.43-4.42) <.001
No 1.00 (ref) 1.00 (ref)
Attitudes toward HIV/AIDS 1.85 (1.60-2.15) <.001 1.50 (1.27-1.78) <.001
aModel Summary: (−2) Log likelihood: 2137.08; Nagelkerke R2: 0.18.
education distribution of the sample mirrored that of the
population.30 There were no significant differences be-
tween the rural and urban respondents in their levels
of bonding or bridging social capital or in the proportion
of respondents who endorsed positive attitudes toward
HIV/AIDS.
Talking About HIV
Rural respondents were significantly less likely than ur-
ban respondents to be personally acquainted with a PHA
and just over half the rural respondents had ever talked
about HIV/AIDS to anyone, significantly fewer than the
60.5% of urban respondents who had done so. As shown
in Table 2, older respondents were less likely to have
ever talked with another person about HIV/AIDS than
younger participants, men were less likely to have dis-
cussed the disease than women, and those with less than
a high school education were less likely to have talked
about the disease with another person than respondents
with more education.
The unadjusted odds of having discussed HIV/AIDS
with anyone were 31% lower for rural residents than ur-
ban residents, and the adjusted model shows that even
after accounting for demographic and other variables, ru-
ral dwellers were still 22% less likely to have discussed
HIV/AIDS (see Table 2).
In the unadjusted model, the characteristics of re-
spondents’ social networks were significant predictors of
whether they had talked about HIV. As predicted by social
capital theory, high bonding social capital led to a 21% re-
duction in the odds of discussion, while people with high
bridging social capital were 1.62 times more likely to have
discussed the disease. In the adjusted model, bonding so-
cial capital was no longer a significant predictor; however,
people with high bridging social capital were still 1.45
times more likely to have discussed the disease. Know-
ing a PHA personally significantly increased the odds of
having discussed the disease (by 3.96 times in the unad-
justed model and 3.28 times in the adjusted model). Re-
spondents with more positive attitudes toward the disease
were significantly more likely to have discussed the dis-
ease (more positive attitudes increased the odds of having
discussed HIV/AIDS with another person by 1.50 times).
Overall, the adjusted model explained a moderate
amount of the variance in whether respondents had ever
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Table 3 Logistic Regression Model of High HIV/AIDS Knowledge
Unadjusted OR Adjusted ORa
Predictors of High HIV/AIDS Knowledge (95% CI) P Value (95% CI) P Value
Residence
Rural 0.69 (0.57-0.83) <.001 0.80 (0.64-0.98) .04
Urban 1.00 (ref) 1.00 (ref)
Demographics
Age
18-39 1.00 (ref) 1.00 (ref)
40-49 0.95 (0.74-1.23) .72 1.01 (0.76-1.34) .93
50-64 0.62 (0.50-0.78) <.001 0.64 (0.49-0.82) <.001
≥65 0.26 (0.19-0.36) <.001 0.37 (0.26-0.53) <.001
Education
Less than high school 1.00 (ref) 1.00 (ref)
High school graduate 2.65 (1.86-3.79) <.001 1.75 (1.18-2.58) .005
Education beyond high school 4.44 (3.15-6.27) <.001 2.36 (1.61-3.45) <.001
Gender
Female 1.15 (0.95-1.41) .15 1.05 (0.84-1.31) .70
Male 1.00 (ref) 1.00 (ref)
Network characteristics
Bonding social capital
Above mean 0.77 (0.63-0.94) .01 0.87 (0.70-1.08) .21
Below mean 1.00 (ref) 1.00 (ref)
Bridging social capital
Above mean 1.19 (0.98-1.45) .08 0.93 (0.74-1.16) .51
Below mean 1.00 (ref) 1.00 (ref)
PHA(s) known
Yes 1.36 (1.03-1.80) <.001 1.37 (1.04-1.80) .03
No 1.00 (ref) 1.00 (ref)
Has discussed HIV/AIDS
Yes 2.00 (1.57-2.54) <.001 2.08 (1.68-2.58) <.001
No 1.00 (ref) 1.00 (ref)
Attitudes toward HIV/AIDS 1.84 (1.58-2.16) <.001 1.51 (1.26-1.80) <.001
aModel Summary: (−2) Log likelihood: 2113.32; Nagelkerke R2: 0.17.
talked about HIV/AIDS with someone else (Nagelkerke
R2 = 0.18).
Knowledge of HIV/AIDS
There were significant rural-urban differences in the pro-
portion of correct responses to the HIV/AIDS knowl-
edge questions. Notably, significantly more of the rural
respondents believed that HIV/AIDS might be transmit-
ted through casual contact with a PHA than did urban
dwellers (24.9% vs 19.0%; P = .02). As shown in Table 3,
in the unadjusted model, rural dwellers were 31% less
likely to have scored “high” in knowledge of HIV/AIDS
and they were 20% less likely to have high knowledge
scores in the adjusted model.
Age and education were also significant predictors of
high HIV/AIDS knowledge in both the unadjusted and
adjusted models. In the adjusted model, people aged
50 years and older were 36% less likely, and people
65 years or older were 63% less likely to have “high”
knowledge of HIV/AIDS. Additionally, in the adjusted
model, high school graduates were 1.75 times and peo-
ple with education beyond high school were 2.36 times
more likely to have high knowledge of the disease.
Although bonding social capital was a significant pre-
dictor of high knowledge in the unadjusted model (re-
spondents with high bonding social capital were 23% less
likely to have high knowledge), it was not significant in
the adjusted model. Bridging social capital was not a sig-
nificant predictor in either model. However, knowing a
PHA personally was a significant predictor of knowledge,
with respondents who knew a PHA being 1.36 times
more likely in the unadjusted and 1.37 times more likely
in the adjusted model to have high knowledge of the dis-
ease than those who did not know a PHA personally.
Respondents who had discussed the disease with others
were more likely to have higher levels of knowledge of
HIV/AIDS than those who had never done so (2.00 times
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higher in the unadjusted model and 2.08 times higher in
the adjusted model), and those with more positive atti-
tudes toward HIV/AIDS were also 1.51 times more likely
to have greater knowledge of the disease (in the adjusted
model).
Overall, the adjusted model explained a moderate
amount of variance in knowledge (Nagelkerke R2 =
0.17).
Discussion
This is one of the few studies of which we are aware
that examines rural-urban differences in discussion of
and knowledge about HIV/AIDS in the lay population.
A key contribution of this research is the result that, even
after adjusting for demographic and other variables, “ru-
rality” is a significant predictor of knowledge of HIV/AIDS
as well as the likelihood that people have talked about
the disease with others. Our finding that rural-dwelling
Canadians are less knowledgeable about HIV/AIDS than
their urban counterparts is consistent with results re-
ported in US studies.11-13 Moreover, identifying that rural
dwellers are less likely than those who live in neighbor-
ing urban areas to have ever discussed HIV/AIDS with
another person gives credence to reports from PHAs and
their family members that rural communities in Canada
are largely silent about HIV/AIDS.18
The results of our survey also revealed other factors
associated with lack of knowledge about HIV/AIDS in-
cluding older age, lower levels of education, less positive
attitudes toward the disease, and not being personally ac-
quainted with a PHA. These factors are also associated
with not having talked about the disease. Although it
may be the result of a social desirability effect, it is note-
worthy that the majority of respondents in this study did
not openly endorse negative attitudes about HIV/AIDS
(a finding consistent with results reported in the United
States).36 We also found that, as predicted by social cap-
ital theorists, lack of talk about HIV/AIDS is linked to
a lack of social “bridging” capital, that is, links to peo-
ple in one’s social network other than to whom one is
“very close,” live further away, and that facilitate access
to novel information. However, bonding social capital
was not a significant predictor of discussion once other
factors were taken into account. Moreover, knowledge
of HIV/AIDS was not significantly associated as we had
expected with either bonding or bridging capital after ad-
justment for other variables. Accordingly, our results sug-
gest that the relationships between social capital, infor-
mation exchange and knowledge are more complex than
has been previously suggested.
The constellation of results that indicate that knowl-
edge about HIV/AIDS is related to knowing someone
personally who has HIV/AIDS, talking about the disease
and having ties with people who are not connected only
to one’s most intimate social group, suggests that ideas
about “incidental information acquisition”16 and “infor-
mation exposure” via social networks37 have particular
merit in furthering our understanding of health informa-
tion exchange. This may be especially relevant to tightly
knit rural communities where people may experience
the conundrum of balancing the benefits of support that
often comes with overlapping, long-term relationships,
alongside the pressure to uphold community norms38 and
the challenge of maintaining personal privacy. Moreover,
this process is complicated by the geographic distribution
of expertise, such that specialized health knowledge may
be missing in a given community.30 As we have sug-
gested elsewhere, understanding the role of lay health
“info(r)mediaries” in such settings is important to discov-
ering how people learn about and manage their health
concerns.39
Although not measured in this study, previous re-
search on “community boundedness”40 indicates that ru-
ral dwellers’ sense of community affiliation may shape
their collective sense of the relative importance of various
issues, leading them to give less attention to people who
face concerns regarded by the community to be unimpor-
tant.38 Indeed, PHAs and their family members suggest
that HIV/AIDS is not perceived to be important or even
relevant at the community level in rural areas where res-
idents may deny its existence, locally, and perceive it to
be a “big city problem.”44 Our findings suggest a need for
further research about the dynamics of community-level
information flow and knowledge related to HIV/AIDS.
Comparative research about HIV/AIDS information ex-
change in communities with higher HIV/AIDS preva-
lence, for instance with gay men in an urban setting, may
be useful in revealing the relative importance of the com-
munity boundedness concept to community-level discus-
sion of and knowledge about the disease.
Implications
An encouraging aspect of this study concerns the modifi-
able, significant predictors of HIV discussion and knowl-
edge. With respect to HIV/AIDS knowledge, discussing
the disease and knowing a PHA personally have been
shown to be significant predictive variables. Indeed, the
importance of knowing a PHA personally is consistent
with research that has repeatedly shown personal rele-
vance to be a predictor of knowledge about health top-
ics39 as well as greater knowledge of, and information
seeking about, HIV/AIDS.44 Given the connection be-
tween lack of HIV knowledge and negative attitudes to-
ward PHAs,43,10 our results provide support for policy
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recommendations to include personal contact with PHAs
in community-based HIV/AIDS education and stigma re-
duction programs.44 In addition, the positive relationship
between knowledge of HIV/AIDS and talking about it
with others suggests that promoting discussion may be
an important way to increase local knowledge and reduce
stigmatization of the disease.
Limitations
Several important limitations should be kept in mind
when interpreting results of this study. First, its cross-
sectional nature means that it is not possible to iden-
tify causal relationships between the variables. Second,
the sample response rate was low in that only 22.2% of
potential respondents agreed to participate in the study.
Third, the samples drawn from each region included in
the study differed from the general populations of these
areas. Specifically, a higher proportion of women partic-
ipated in the study than are found in the general pop-
ulation and survey participants in 2 rural regions had
higher education levels, and were younger than, the gen-
eral population. It is worth noting, however, that the de-
mographic composition of the sample may have led to
underestimation of trends we found in the data. For in-
stance, the greater number of women and the propor-
tion of better educated participants found in the sample
may have resulted in an overestimation of the proportion
of people in the population who had ever talked about
HIV/AIDS.
Conclusion
This study is among the few that have compared knowl-
edge of and talk about HIV/AIDS between rural and
urban populations. Low levels of discussion about and
knowledge of the disease suggest that, relative to neigh-
boring urban centers, rural Canadian communities are
not yet fully understanding toward the PHAs who live
in their midst. Given that rurality is a significant predic-
tor of HIV/AIDS knowledge and discussion about the dis-
ease, further research about the dynamics of health in-
formation exchange and knowledge formation in rural
communities seems warranted. Our results suggest that
education strategies aimed at facilitating discussion of
the disease between community members and a greater
personal connection with PHAs may be beneficial. As
Shapiro observed about HIV education, “If knowledge
breeds comfort; and, if comfort can promote compassion;
then, perhaps, greater compassion from the noninfected
community can contribute to a higher quality of life for
those persons currently afflicted.”10
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